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STATE:Indiana 

Citation 

1902(a)(1O)(A) 
(ii)(XVIII) of 
the Act X 

1920Bofthe Act 

TN NO. 01-007 

Supersedes 

TN No. none 


Group 

B. 	 OptionalCoverageOtherThantheMedically Needy 
(Continued) 

[24]. Women who: 

a...have been screenedfor breast or cervicalcancer under the 
CentersDisease andfor Control Prevention Breast and 
Cervical Cancer Early DetectionProgram established under 
Title XV of the Public Health Service Act in accordance with 
the requirementsof section 1504 ofthat Act and need treatment 
for orbreastcervical cancer, including a pre-cancerous 
condition of thebreast or cervix; 

b. 	 are not otherwise covered under creditable coverage, as defined 
in section 2701 (c) of the Public Health ServiceAct; 

c. are not eligiblefor Medicaid under any mandatory 
categorically needy eligibility group; and 

d. have not attained age 65. 

[25]. Womenwhoaredetermined by a “qualifiedentity”(as 
defined in 1920B(b)basedon preliminary information, to be a 
woman described in 1902(aa) of the Act related to certain breast 
and cervical cancer patients. 

The presumptive period begins on the daythat the determination is 
made. The period endsonthedate that theStatemakes a 
determination withrespect to the woman’s eligibilityfor Medicaid, 
or if the womandoes not apply for Medicaid (or a Medicaid 
application was not made on her behalf) the last day of the month 
followingthemonthinwhichthedeterminationof presumptive 
eligibility was made, the presumptive period endson that last day. 
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